Google 



This is a digital copy of a book that was preserved for generations on Hbrary shelves before it was carefully scanned by Google as part of a project 

to make the world's books discoverable online. 

It has survived long enough for the copyright to expire and the book to enter the public domain. A public domain book is one that was never subject 

to copyright or whose legal copyright term has expired. Whether a book is in the public domain may vary country to country. Public domain books 

are our gateways to the past, representing a wealth of history, culture and knowledge that's often difficult to discover. 

Marks, notations and other maiginalia present in the original volume will appear in this file - a reminder of this book's long journey from the 

publisher to a library and finally to you. 

Usage guidelines 

Google is proud to partner with libraries to digitize public domain materials and make them widely accessible. Public domain books belong to the 
public and we are merely their custodians. Nevertheless, this work is expensive, so in order to keep providing this resource, we liave taken steps to 
prevent abuse by commercial parties, including placing technical restrictions on automated querying. 
We also ask that you: 

+ Make non-commercial use of the files We designed Google Book Search for use by individuals, and we request that you use these files for 
personal, non-commercial purposes. 

+ Refrain fivm automated querying Do not send automated queries of any sort to Google's system: If you are conducting research on machine 
translation, optical character recognition or other areas where access to a large amount of text is helpful, please contact us. We encourage the 
use of public domain materials for these purposes and may be able to help. 

+ Maintain attributionTht GoogXt "watermark" you see on each file is essential for informing people about this project and helping them find 
additional materials through Google Book Search. Please do not remove it. 

+ Keep it legal Whatever your use, remember that you are responsible for ensuring that what you are doing is legal. Do not assume that just 
because we believe a book is in the public domain for users in the United States, that the work is also in the public domain for users in other 
countries. Whether a book is still in copyright varies from country to country, and we can't offer guidance on whether any specific use of 
any specific book is allowed. Please do not assume that a book's appearance in Google Book Search means it can be used in any manner 
anywhere in the world. Copyright infringement liabili^ can be quite severe. 

About Google Book Search 

Google's mission is to organize the world's information and to make it universally accessible and useful. Google Book Search helps readers 
discover the world's books while helping authors and publishers reach new audiences. You can search through the full text of this book on the web 

at |http : //books . google . com/| 



A TEXT-BOOK OF 

GYNECOLOGY 



A TEXT-BOOK OF 

[GYNECOLOGY 



WILLIAM SISSON (^ARDNER, M.D. 

LESSOR OK UYNECOI/MiY, COLLEGE OF PUVSICIANS AND SUK<lKONS 
BALTIMOBE, HD. 



ITU OyB HVNDRKli AND TIIIRTY-EWIIT ILLUSTRATIONS 
IN TEXT 



NEW YORK AND LONDON 
D. APPLETON AND COMPANY 

1912 



ConrtioRT, 19H, bt 
1>. APPLETON AND COMPASY 



« • ■ 



* k 



""*»««» >M T„K „«„,„ „^^ or *«"««=* 






PREFACE 

In preparing this volume the limited time of the over- 
crowded medical student has been taken into consideration. 
The facts have been stated briefly and an attempt has been 
made to put them clearly. Many subjects that are given 
space in text-books on gynecology, but which belong to 
general surgery, have been omitted. Many rare diseases 
are treated very briefly. The greater amount of space is 
given to diseases that are common and with which it is 
essential that the student should be familiar. It is believed 
that enough has been given on each subject to constitute 
a thorough presentation of it. 

I am indebted to Mr. Herman Schapiro for the photo- 
graphs of the gross pathological specimens and for the 
photomicrographs. These gross specimens, and the slides 
from which the photomicrographs were made, are a part 
of the material which I have been using for several years 
in teaching diagnosis and li\dng gynecological pathology. 
I am indebted to Mr. W. Starr Gebhart, Jr., and to Dr. 
J. A. Rippert for the line drawings. Dr. 6. Alvin Strauss 
and Dr. A. Samuels gave material assistance in examining 
the preliminary copy and noting omissions of fact. 

William S. Gardner. 

6 W. Preston Street, 

Baltimore, Md. 
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CHAPTER I 

EXAMINATION OF THE PATIENT 

Olinical SecorcL — Too much stress cannot be laid npou 
the necessity of taking a careful clinical record of each 
patient. The record should include a history of the 
patient's symptoms as given by her in reply to certain 
routine inquiries and to additional questions asked to 
develop fully any particular complaint that may be noted. 
The patient should then state in her own way any further 
facts that have a bearing upon her condition. The record 
must be brief but must cover fully a few essential points. 
There is rarely any occasion to go into the family history. 
The more important points to be covered in the record are 
indicated in the following outline. 

Date. Name. Age. 

Residence. By whom referred. 

Appetite. Bowels. Defecation. 

Micturition. 

Previous illnesses and operations. 

Gonorrhea. Syphilis. 

Pregnancies. 

Menses. 

General complaints. 

Physical examination. 

The NAME of the patient is wanted as a matter of 

identification. 

1 



ABDOMINAL EXAMINATION 3 

burning micturition, the date of which can usually be fixed. 
If she has had syphilis, there will usually be a history of 
a skin eruption, falling hair, or repeated sore throat. 

It is hardly necessary to go into the history in detail 
of each one of the patient's pbegnancies. The number of 
labors at full term and the number of miscarriages should 
be noted, and what is of great importance is to know 
whether the last pregnancy ended as a full term labor or 
as a miscarriage, the date of termination, and whether it 
was followed by any symptoms of infection. 

In noting the menstrual history the first point is the 
date of the last period. If there has been anything 
irregular about this last period, then the dates of two or 
three previous periods should be noted. Never accept the 
patient's statement that she is always regular; get the 
exact dates. Note the frequency, duration, and relative 
quantity of blood lost. If pain is present during the 
period, determine what the time relation is between the 
pain and the flow, what the character of the pain is, and 
how long the patient has suffered from it. 

When these points have been noted, the patient should be 
asked to state her definite complaints. The location and 
character of any paiu and the length of time she has suf- 
fered from it should be •recorded in detail. 

Abdominal Examination. — In beginning the physical ex- 
amination, it is best to start with the examination of the 
abdomen. The bladder and rectum should be emptied and 
the patient put in the dorsal position with the limbs ex- 
tended. All coverings between the ensiform appendix and 
the symphysis should be removed. 

Inspection, palpation, percussion, and auscultation are 
all employed. 

Inspection. — By inspection the size and general con- 
tour of the abdomen is noted. When there is an enlarge- 
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and the color and position of the anterior and posterior 
-vaginal wails near the outlet are noted. 

Simple Vaginal Touch. — By simple vaginal touch is 
meant the examination by the introduction of one or two 
fingers into the vagina and the palpation of the vaginal 
walls and ee^^•ix without any counter pressure. By this 
method pathological conditions of the vaginal portion of 
the cervix, of the vaginal walls, or any pelvic growths that 
displace the vaginal walls, can be detected. 

BiMANTAL Examination. — One or two fingers are intro- 
duced inti> the vagina while counter pressure is made over 
the lower segment of the abdomen by the other hand. The 
first tiling to ascertain is the position of the uterus. When 
the uterus is in the nonnal position, if the fingers in the 
vagina are phu'ed under the cervix and then elevated the 
fuuilus can be felt by the external hand just above the 
sNiiipliysis (Kig. 1). The fingers in the vagina can then 
Ik* slipiHHl forward and the body of the uterus grasped 
b\*l\veon the fingers of the internal and external hands, 
lu I his way its size, shajie, and consistence can be deter- 
*uLiud. When the body of the uterus is not found in the 
rioiuuil ^vsition, it should be sought for first posteriorly 
.uid lUou laterally. The broad ligaments, the tubes, anc 
\a%i v^variofii are then palpated. This can be done ver 
• vatUlj al'ter the uterus has been located by slipping tl 
*n^vis^ v>f Wth hands, between which the uterus is hin 
lUur to the right or to the left. By this movement t 
'r\*<wL .i^LJUtt^ut and everything attached to it must coi 
'^iWMU liie «>p|K^tHl fingers. 

i/oii4|Mei» suieci^thesia facilitates all bimanual exa 
^ddJMU^ ^uni id^ ailM^Uutely essential in many cases. 
iufDiWM i*- odU^fJ for not to relieve pain producec 
iv v\ttittUMMMi» bttt to secure muscular relaxation. 
l^wmi^Miifcmiitlli By^™^"^^^Q" — During t\\e exa 
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retractor of Simon. The blades of this speculum are made 
in different sizes, and the blade can be selected which is 
best suited to the case. 

It is often necessary to draw the uterus down, and when 
the patient is not under an anesthetic this should be done 
with a tenaculum. If it is introduced well into the cervical 
canal a good hold can be taken without giving any pain. A 
simple rule for the use of the tenaculum without giving 
the patient discomfort is to avoid mucous membrane that 
is covered with squamous epithelium. 

The dressing forceps are used to wipe away any dis- 
charge and clear the field. 

To carry the examination beyond this point it is usually 
necessary to use an anesthetic. The patient should be in 
the lithotomy position, with the hips drawn well over the 
end of the table. Bullet forceps or a small volsellum are 
used to draw the uterus down, because stronger traction 
can be made with them than with a tenaculum, and it is 
not necessary to avoid the sensitive areas. 

For rapid dilatation of the cervix some pattern of the 
parallel-bar dilator is preferable. It is not necessary to 
make a very wide dilatation. 

The curette for obtaining material for microscopical ex- 
amination from the cavity of the uterus or the cervix 
should be sharp, and so made that the edge will strike at 
right angles to the surface to be curetted. The material 
should be removed in as large fragments as possible. 

When a piece of the cervix is required, a small triangular 
section can be removed with scissors and the wound closed 
with one or two sutures. 

The uterine sound is purposely omitted from the list of 
instruments ordinarily used in making examinations, for 
the reason that the 4^all amount of information to be 
obtained from it is more than counterbalanced by the 
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harm resulting from its unskilful use. The man who 
cannot make a diagnosis of pregnancy at the eighth week 
by bimanual examination cannot use a sound with reason- 
able safety. The man who can make a diagnosis of preg- 
nancy at the eighth week very rarely has occasion to resort 
to the sound. 

Before operation the urine should be examined in all 
cases. It is also well to make a blood examination as a 
routine measure ; but it is especially indicated if the patient 
has a temperature above normal or is anemic. 

Positions. — For examination or for operation the patient 
may be placed in the following positions: 

First Dorsal Position. — In this position the patient lies 
on a straight table, the limbs and body on the same plane. 
The patient is placed in this position in making routine 
abdominal examinations and in doing many abdominal 
operations. 

Second Dorsal Position. — In this position the hips and 
back of the patient are on a level table. The knees are 
flexed and separated. The feet are kept on the same level 
with the hips and back. This position is used for the 
examinations of the external genitals and in bimanual 
examinations. 

Lithotomy Position. — In this position the patient lies 
on the back, the legs are flexed on the thighs, and the 
thighs upon the abdomen. This position is used for all 
vaginal operations. With the patient in the same position 
except with the hips very much elevated the cystoscope is 
used. 

Trendelenburg Position. — In this position the patient 
lies on the back with the limbs extended. The pelvis is 
elevated while the knees are slightly or not at all flexed. 
This position is used in nearly alUpelvic operations that 
are done through the abdominal wall. The position assists 
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in keeping the intestines out of the way and in exposing 
the pelvic contents to the view of the operator. 

Sims Position. — In the Sims, or left lateral position 
the patient lies on the left side with the left arm drawn 
bi^hind. The knees are flexed and the right knee is drawn 
a little forward and over the left one. Many of the plastic 
operations about the vagina and cervix can be done in this 
poHition, but the majority of operators have abandoned it 
for the wimpler lithotomy position. 

Knkk-('ukst Position. ^^ In this position the patient 
resitH with the chest on the table. The knees are drawn 
up under her with the thighs kept at right angles to the 
Hurfaw of the table. This position is used principally for 
HHKiHtluK i»i the n^adjustment of retrodisplacements of the 
uteruii, to ten\porarily relieve pelvic congestion and in ex- 
ploration of the bladder. 
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MENSTRUATION 

Normal Menstruation. — The periodic flow from the mu- 
cous membrane of the body of the uterus, called the menses, 
usually makes its appearance when the girl is from thirteen 
to fifteen years old. The flow recurs every twenty-eight 
days, and ordinarily continues from three to five days. 
When the flow lasts less than three days it is usually scanty 
in quantity, and when it continues more than five days there 
is generally some pathological condition to account for it. 

The flow commonly begins and ends with a flow of mucus 
without blood. The larger part of the menstrual discharge, 
as it escapes from the mucous membrane of the uterus, is 
a mixture of blood and mucus; but in addition there are 
some small round cells that have escaped through the sur- 
face and glandular epithelium and some epithelial cells. 
When the blood and mucus are present in the normal pro- 
portion, the discharge will not coagulate; but when there 
is an excessive proportion of blood, coagulation takes place. 
It is difficult to determine the quantity of blood lost at each 
period, but it is estimated that the average amount is 
about four ounces. 

As the time of the flow approaches, the breasts become 

fuller and slightly tender, there is more or less feeling of 

general malaise, there is a sense of weight and heaviness 

in the pelvis due to congestion ; but under normal conditions 

there is no pelvic pain of any moment. 

During menstruation there is no material loss of any 

11 
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DISORDERS OF MENSTRUATION 

The disorders of menstruation are discussed briefly to 
mpress upon the student that they are only symptoms of 
mderlying pathological conditions, and that before any 
treatment is instituted the cause of the disorder must be 
iiscovered. 

Amenorrhea. — Amenorrhea is the absence of the menses 
during that period of life when a woman should be men- 
struating regularly. A primaby amenorrhea is one in 
which the menses have never become established. A 
SECONDARY AMENORRHEA is ouB in which the mcuscs have 
ceased after they have become established. Primary amen- 
orrhea is due to a failure of development of some of the 
reproductive organs. Secondary amenorrhea is frequently 
due to the anemia of chlorosis, tuberculosis, or some other 
disease that decreases the quantity of red blood cells. 
Destruction of the ovaries by disease or their removal by 
operation causes a cessation of menses. Among the more 
remote causes are change of climate and mental strain. 
Some very obese women cease to menstruate at a very early 
age, but the direct relation between the accumulation of 
fat and the amenorrhea has not been established. Recent 
observations indicate that in these cases of obesity there is 
a deficient secretion of the pituitary gland. There is a con- 
siderable number of cases in which the cause of cessation 
is not obvious. In primary amenorrhea, as a rule, the 
menses never appear; but in some cases the patient will 
menstruate for a few times, usually scantily and at irregu- 
lar periods, and then the menses will cease. In secondary 
amenorrhea there is usually a progressive decrease in 
the quantity of flow for several periods before complete 
cessation. When a woman who is apparently in good 
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health and has been menstruating regularly up to a 
definite time suddenly ceases to menstruate, there is always 
a strong presumption of pregnancy. In any case in which 
there is a congenital atresia of the cervix or vagina or an 
imperforate hymen, the menstruation may be perfectly 
regular, but the blood does not escape to the outside. These 
patients usually come to the physician complaining that 
they do not menstruate. 

The cessation of the menses during pregnancy and 
lactation should not be classed as amenorrhea. 

The administration of so-called emmenagogues and 
** uterine tonics " is not only unnecessary and useless in 
amenorrhea, but by centering the attention of the physician 
and patient upon a symptom instead of the disease is posi- 
tively harmful. 

Uterine Hemorrhage. — Uterine hemorrhage is usually 
spoken of as menorrhagia or metrorrhagia. Menorbhagia 
is an excessive flow of blood from the uterus at the time 
of the regular menstrual period. Metbobrhagia is an ex- 
cessive flow of blood from the uterus at any other time 
than the regular menstrual period. It is not possible to 
draw a hard and fast distinction between the two varieties 
of hemorrhage, because there are many lesions that cause 
both menorrhagia and metrorrhagia. Menorrhagia may be 
caused by endometritis, hypertrophic endometrium, retro- 
displacement of the uterus, sub-involution, uterine fibroids, 
salpingitis, varicose veins in the broad ligaments, ovarian 
tumors, or excessive ovarian secretion. Metrorrhagia may 
be caused by uterine fibroids, carcinoma of the cervix or 
body of the uterus, sclerosis of uterine arteries, adenoma 
of the uterus, endometritis, incomplete miscarriage, extra- 
uterine pregnancy, uterine moles, chorio-epithelioma, in- 
version of the uterus, or malignant ovarian tumors. 

The uterine hemorrhage due to endometritis usually 
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blood from the uterus that may go on for days or weeks. 
The hemorrhage due to chorio-epithelioma comes on 
after a labor, a miscarriage, or the expulsion of a hydati- 
form mole. It is a continuous, fairly profuse flow and 
recurs promptly after curettage- 
Dysmenorrhea. — Dysmenorrhea is painful menstruation. 
It may be caused by endometritis, retrodisplacement of the 
uterus, salpingitis, anteflexion of the uterus, cervical ste- 
nosis, uterine fibroids, and diseased and prolapsed ovaries. 
In three hundred cases of dysmenorrhea examined the fre- 
quency of these lesions was in the order in which they are 
mentioned. There is an occasional patient who has pain 
at the menstrual period in whom no gross lesion can be 

found. 

One of the most characteristic dysmenorrheas, although 
by no means the most frequent, is the one in which the pain 
is due to anteflexion of the uterus or congenital stenosis of 
the cervix. These patients as a rule give a history of hav- 
ing had pain with each period from the time they first 
began to menstruate. The pain begins just before the flow 
makes its appearance. It is paroxysmal and very severe. 
After the first twenty-four hours the pain is very much 
diminished and gradually passes off. In the intermenstrual 
period these patients suffer from no discomfort whatever. 

There is notliing characteristic about the dysmenorrhea 
associated with retrodisplacements. It is only an exagger- 
ation of the more or less constant discomfort from which 
the patient suffers. 

The dysmenorrhea due to salpingitis is usually worse just 
before the flow begins. It not infrequently disappears en- 
tirely during the middle period of the flow and returns for 
a day or more at the cessation of the flow. 

The pain during the menstrual cycle associated with 
diseased or prolapsed ovaries frequently coni(?8 on a wo(»k 
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before the flow and contiQues during the whole period and 
for a few days after the cessation of the flow. The pelvic 
discomfort in these cases is very conunonly accompanied 
by a severe occipital headache. 

In HEMBBANOus DYSHEHOBRHEA a thickened endometrium 
is cast off in parts or as a whole at each menstrual period. 
This thickening of the endometrium is due to an infection. 
The pain produced by the efforts of the uterus to expel 
the endometrium are labor-like, very severe, and cease 
suddenly when the membrane escapes. Membranous dys- 
menorrhea is sometimes confused with early miscarriage. 
Each can be distinguished by a microscopical examination 
of the material expelled. The thickened endometrium ex- 
pelled in membranous dysmenorrhea shows the cell changes 
due to infection, while the material expelled after a mis- 
carriage will show either chorionic villi or decidual cells, 
or both. 



CHAPTER m 

DISEASES OF THE VULVA 

ANATOMT 

The vulva includes the labia majora, the labia minora, 
the clitoris, the vestibule, and the vulvo-vaginal glands. 

Iiabia Blajora. — The labia majora are two folds of skin 
on either side of the vulvar cleft. The outer surface of 
each labium is pigmented and cov- 
ered with hairs. The inner surface 
which lies in contact with the oppo- 
site labium is smooth, has rudimen- 
tary hairs, and many large sebaceous 
follicles. The labia are continuons 
above with the mons veneris, and 
meet below to form the fourchette. J 
The structures forming the labia ma- ' 
jora resemble those of the scrotum. 
Each labium contains a well-defined 
encapsulated subcutaneous mass of 
fat. 

Labia Minora. — The labia minora, 
or njTnphae, are smaller than the 
labia majora and have neither hairs Fia. 2.— Extern alGen- 
nor fat. Above, each labium divides 
into two small folds, one of which unites with the corre- 
sponding fold of the opposite labium above and the other 
below the clitoris. Below they gradually diminish in size 
and terminate opposite the middle of the vaginal orifice. 
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DISEASES OF THE VULVA 



PRURITUS 

Etiology. — Intense itching of the vulva, or i>ruritus 
vulvie, is a symptom that may be due to a lesion of the 
Tulva, to a lesion at some distance from tlie vulva, or it 
may be impossible to assign any local cause for it. The 
vulvar lesions include follicular vulvitis, eczema, herpes, 
urticaria, trichiasis, and )iarasites. Tiie cxtravulvar 
lesions include diabetes, endometritis, cancer of the uterus, 
V>rt»jrnancy, scat-worms, and hemorrhoids. There are a 
rtwsideraUe number of cases due to a neurosis. Of all 
these causes the irritating vaginal discharge, the diabetic 
urine, and the neurosis are the most important. 

The acrid vaginal discharge fre<iuently comes from a 
».'hr\>uU' gonorrheal endometritis. The quantity of the dis- 
otari^' may be so small as to attract little attention, but 
i: is the quality rather than the quantity of the discharge 
tbd>t gives the trouble. 

Th* urine of all patients with pruritus should be ex- 
imi2*vi. A very large portion of stout, ehlerly women who 
lav; ir'jrinisan* diabetics. 

fw ■4':'-rotic cases can usually he recognized by the ab- 
**M-« ■.■I all Iwal assignable causes of the itching, by the 
-i-rtasu-'tt of the ttffwted area up over the abdomen and 
A«a ~l« thighs, and by other indications of an existing 

.:: ttl .-ajftf* the iteliing is worse at night and is increased 
' xm ia< «*Mse, The discomfort at times becomes 
^ ji-:w?aihii that the patient, in attempting to get relief, 
-ui JK. Tie Tfyy >">*'* '"*** *''^ tissues jn-odncirig abra- 
,vu^ :!»£ ivMON iafeeted. The region of the vestibule 
-ui. » Maa aiiaora are the parts usually affected the 
iT. 1S» cvflistant irritation and loss of sleep 
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Betestios Cvst of the 
Vilvo-Vagisal Glaxo 

A retention cyst is an 
u^vuniulation within the 
yland of the normal se- 
cHtiou of the gland 
after the duct has be- 
eouH' wclnded as the re- 
sult of a mild infection. 
It is a small round 
tumor that increases in 
size verj' slowly and has 
uoue of the symptoms 
of an inflammatory pro- 

^^ tttcenmne its characti-r. 

c ,Mlt ite watire gland. If any por- 

reniain the cyst will refill. 

— ; operation, but it should 

matlirf" because it requires a 

s would indicate. 
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CHAPTER IV 

DISEASES OF THE VAGINA 

ANATOMY 

The vagina is that part of the genital tract extending 
from the vulva to the cervix. The walls of the vagina are 
made up of mucous membrane, connective tissue, and mus- 
cular tissue. The mucous membrane is thrown into folds 
that are much more prominent in the nullipara than they 
are in women who have borne children. The surface of the 
mucous membrane is covered with stratified squamous epi- 
thelium (Fig. 11). There are no glands in the mucous 
membrane. Immediately beneath the epithelial layer is a 
thin layer of firm connective tissue, and beneath this is 
a laver of loose connective tissue. The main thickness 
of the wall of the vagina is made up of muscular fibers 
which are directly continuous with those of the uterus. 
These muscular fibers are arranged more or less circularly 
and longitudinally. There is no vaginal sphincter. The 
VTator ani is the muscle that serves to close the orifice of 
n.-f varina. The peritoneum covers a portion of tlie upper 
-an of the posterior wall. The vagina is not a tubular 
C but, when distended, is distinctly balloon-sliapod. 
"1.^ i.u-^T is inserted into the anterior vaginal wall where 

of the vagina is greatest. This makes the 

v^ apparently very much longer than the an- 

-.r ^aiL When at rest the anterior and posterior walls 

each other. The surfaces are kept moist 

38 
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OoNOBRHSAIi VAOnnTIB 



Oonorrheal vaginitis is seen in association with gonor- 
rheal infection of otiier parts of the genital tract. It is 
nsually associated with vulvitis, urethritis, and infection of 
the cervical canal. The mucous membrane is swollen, red, 
and tender, and gives off a profuse purulent discharge. 
In the earlier stages of infection gonococci can be readily 
demonstrated in the discharge. In the later stages of in- 
fection the gonococci are very difficult to find. 

Treatment. — In the acute stages the patient should be 
kept in bed and the vagina douched with hot normal salt 
solution or mild antiseptic solutions. As soon as the first 
very acute stage is over, the vagina should be distended by 
a speculum and the entire vaginal wall painted with a 
solution of nitrate of silver, twenty or thirty grains to the 
ounce. If necessary the application of nitrate of silver can 
be repeated every forty-eight hours. After the first appli- 
cation of nitrate of silver the vagina should be douched 
three times a day alternately, with one to five thousand 
bichloride of mercury solution, and a weak solution of one 
of the astringents, such as sulphate of zinc, alum, or tannic 

FOLLICULAB VAGINrriS 

Follicular vaginitis is found most frequently during 
pKgntncy, or just after the menstrual period. Some 
yHfinte have a tendency to have recurring attacks with 
iMiiBtnial period. The part of the vaginal wall 
is that just surrounding the cervix. It presents 
of numerous small red areas with white 
pnduoes a profuse whitish vaginal discharge. 
with the burning and the irritation due to it 
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Tuberculosis of the Vagina 

Tuberculosis of the vagina is almost invariably asso- 
ciated with tuberculosis in other parts of the body. The 
sources of the local infection are discharges from the uterus 
or from recto-vaginal or vesico-vaginal fistulae, or the infec- 
tion may be introduced directly from without. It produces 
an ulcer of grajdsh color, with sharply defined borders of 
reddened, thickened mucous membrane. It can be distin- 
guished from other ulcers of the vaginal wall by the finding 
of the tubercle bacillus. 

Treatment. — As the lesion in the vagina is practically 
always secondary, the treatment is palliative. 

Paravaginitis 

Paravaginitis is a streptococcus infection of the loose 
connective tissue of the vagina. There is much swelling 
of the vaginal wall, and there is a general rise of bodily 
temperature with local pain and tenderness. The process 
tends to suppuration and sloughing. 

Treatment. — An incision should be made early into the 
infected area and drainage promoted by packing the in- 
cision lightly with gauze. 

Adhesive Vaginttis 

{Senile Vaginitis) 

Adhesive or senile vaginitis in many instances is not a 
true inflammatory process, but is a result of malnutrition. 
The epithelium desquamates and the exposed surfaces of 
the opposing vaginal walls adhere. When an infection is 
added to this condition, the vaginal walls are reddened and 



VAGINAL CYSTS 45 

It will be neceesary to use either a gauze pack or a glass 
or hard-rubber vaginal plug for a considerable length of 
time to prevent the vaginal walls from again adhering. 

VAGINAL CYSTS 

Vaginal cysts are of two varieties, occlusion cysts and 
cysts developing in a patulous portion of Gartner's duct. 
Occlusion cysts are usually found in the posterior vaginal 



Fia. 12. — Vaoinal Crsre. 

wall and are secondary to injuries to the vaginal wall re- 
ceived during labor. In the process of healing of a vaginal 
tear, if a small fragment of epithelium be overgrown, it 
continues to develop and eventually lines a small cavity. 
The secretion from this epithelium gradually distends the 
cavity and forms a cyst. The cysts are usually small in 
size and give rise to very little disturbance. The cysts 
developing in Gartner's duct are found just a little to one 
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raucous tears when the deeper structures are injnred with- 
out a tear of the maeoas membrane. Tears of the perineum 
are sometimeB classified in four degrees. The first degree 
includes the tears of the mucous membrane only. The 
second degree includes the tears down to the sphincter of 
the anus. In the third degree the sphincter is torn, and 
in the fourth degree all structures including the rectum 
are torn. 

The majority of lacerations of the perineum are to one 
side or the other of the median line, and frequently the 
laceration is on both sides. The deeper lacerations occur 
on the side corresponding to the position of tiie occiput of 
the child's head during delivery, and this being more fre- 
quently on the left side, the tears of the left vaginal sulcus 
are more frequent and deeper than those of tlie right sulcus. 
The tear will sometimes extend down to and around one 
side of the sphincter without going through it. The lateral 
(ears of the perineum are the ones which most seriously 
injure the levator ani muscle and its fascia. The tears in 
the niedinii lino are less frequent than the lateral tears, and 
wliile their uppearanc* is that of grave injury, as a rule, 
unless very deep, the levator ani muscle and its fascia are 
not nmlerially injured. 

IVolnpse ol' the pelvic organs more frequently follows 
(lie Ititenil tears than the tears in the median line. 

Associated Leaiona. — As associated pathological lesions 
and results of injuries to the perineum we have subinvo- 
lution, lelmdisplacement, and prolapse of tlie uterns; re- 
ln\alioii of the broad and round ligaments; cystocele and 
iveloeele. 

Symptoms. — The symptoms are very largely due to the 
tissociiite.1 lesions. There is pain in the back, a sense of 
liiss of support niid pressure in the pelvis. Wien a cysto- 
A'l«.>:n'?'"*'i"'''!!'r.-^'?^*^*? ^^ry commonly becomes infected 
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breathes continnonsly it is impossible for her to fix the 
abdominal muscles. The chloroform partly or completely re- 
laxes the abdominal mnscles. In either instance the action 
of the abdominal muscles is eliminated and the pelvic 
floor has to withstand only the pressure due to the 
uterine contractions. The advance of the head under the 
pressure of the uterine contractions alone can be retarded 
by the hands over the occiput of the child and over the 
IHTineum. By these measures the deliverj' of the head 
ean Iw delayed until the perineum is fully distended and 
tlie lu>ad can be delivered with the least danger to the 
IHTtneum. 

Wbei) the obstetric forceps are used the patient should 
be untler TOniplete anesthesia. Traction on the forceps 
ahouUl be made intermittently, and too much force should 
uot 1h' ust'il. Time should be allowed for the complete dis- 
tention of a iH'rineum before the extraction of the head is 
tttU'Uniti'd. The best obstetrician is not the one who can 
deliver a ohild with forceps most quickly, but the one who 
Will deliver a living child with the least injury to the mother. 

TrMtUunt. — Immediate Repaib. — All injuries to the 
iviiui'uui and vasiaal walls occurring during labor should 
K' r*'inun>*l immediately. The labia should be separated 
v\idi>l\ and then, bejrinninjf at the highest point of the tear 
ill ilio vajjinal wall, it should be brought together with 
slihli.'s fnmi side to side, put in at right angles to the 
vjiKH'nl «oimvl. Knch stitch should be tied as put in. After 
till' h'Hi in the vajrinal wall is completely closed, two or 
llm.- ri'lnli\ely !«haIIow stitches through the skin will bring 
111.- » \.toMial |H)rliou of the wound together. For the 
^lil. lu-s til (he vaginal wall catgut is the most satisfactory 
niiil.-nal. Vor the skin stitches chromosized catgut can be 
UM'd wilU \«>r\ g»H>d results, but any material may be used. 
Silkwi'im will .nives Ihe patient a great deal of discomfort 
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and should be avoided. If the tear has extended up into 
the rectum the rectal wall should be sutured first, taking 
care not to allow the edge of the mucous membrane to be 
turned np into the wound. The ends of the torn sphincter 
should be sought for and stitched together by two catgut 
sutures and these reinforced by two non-absorbable sutures 
which pass through the skin and through the ends of the 



Fia. 15. — Fi-AP-BPumNQ Opbration for Laceration op the Perineum. 
First Btep. The line along the muco-cutanooua border indicates the line of 



sphincter. The remainder of the tear can be repaired as 
previously described, just as though the rectum and sphinc- 
ter had not been injured. 

Late Repair. — Very many different forms of operation 
have been devised for late repair of the perineum and the 
pelvic floor. Only three of these operations will be de- 
scribed, — the flap-splitting operation, Emmet's operation, 
and Hegar's operation. For any of these operations the 
patient is prepared as described under operative technique 
and is put in the lithotomy position. 
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The Flap-splitting Operation. — Two points on either 
side of the vaginal outlet at aboat the level of the vulvo- 
vaginal glands are fixed by bullet forceps. Tension is made 
on these two points by the bullet forceps, and an incision is 
made from one fixed point to the other in the lower segment 
of the vaginal outlet along the border of the junction of the 
mucous membrane and the sldn (Fig. 15). The mucous 



Fio. 16. — FLAP-sPLnriNQ Operation. Second step. The mucoua mem- 
brane of the posterior vaginal wall haa been elevated and the fut^cia on both sides 
has been seized by forceps and dr&wn up to be sutured. 

membrane is then dissected up from the floor of the vagina. 
It is usually necessary at the beginning of this dissection 
to clip with a knife or scissors the cicatricial bands about 
the outlet of the vagina, but when these are separated, the 
mucous membrane can be lifted from its attachment by 
blunt dissection as high as is necessary. Tlio dissection 
must be carried sufficiently far laterally to uncover the torn 
portions of the levator ani muscle. The levator ani muscle 
and its fascia are then grasped by mouse-toothed forceps, 
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brought into view {Pig. 16), and stitched together with cat- 
gut sutures over the rectum. This first line of sutures 
(Fig. 17), bringing together the fascia of the levator ani 
muscle, is the essential portion of the repair. Other inter- 
rupted sutures are put in above these to bring the raw 
surfaces together. A small portion of the superfluous 
mucous membrane is trimmed away. A purse-string suture, 



Fia. 17. — Flap-sputtinq Operation. Third step. Two sutures have been 
placed in the fascia and tied. The third one has been placed but not tied. The 
suture which brings together the upper angles of the wound and draws down the 
va^nal flap is also placed but not tied. 

which is introduced at the point that is held by one bullet 
forceps, picks up the free edge of the mucous membrane at 
several points, and is brought out on the opposite side at the 
point held by the second bullet forceps. When this suture 
is tied the whole vaginal surface of the wound is covered 
with unbroken mucous membrane, the points held by the 
bullet forceps are brought together, and the mucous mem- 
brane of the vagina brought down to these points. This 
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the vaginal outlet as a base, a triangle, with its apex as 
high in the vaginal sulcus as the vaginal tear extended, is 
marked out. The same sort of triangle is then outlined on 
the other side. These lines completely define the area to 
be denuded (Fig. 19). These outlines should always be 
drawn before any denudation is done. The mucous mem- 
brane is then lifted up by dissecting forceps and is cut 



Fio. 19. — Euubt'b Opeiution for Laceration or the Perineum, First 
step. The daik linea outline the area to be deauded. 

away in strips with scissors until the entire area which 
is outlined has been denuded. Care must be taken not to 
leave any islands of mucous membrane. 

In closing the wound, the beginning should be made at 
the upper angle of one of the triangular denudations. The 
sutures are passed in at right angles to the border of the 
denuded surface, carried downward to the bottom, and 
then upward on the other side, emerging at right angles to 
the border of denudation on the opposite side. Three or 
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four sutures are usually sufficient to close up the denuda- 
tion of each aniens. When these are placed and tied, a 
sntnre is started through the skin at the point held by one 
of the ballet forceps. From here it is carried under the 
tongne of mucous membrane that is held by the bullet for- 
ceps in the floor of the va^na, and is brought out thron^h 
the skin where the bnllet forceps of the opposite side is 



Fia. 20. — Kmhet's Operation. Secoad step. One trianKular denudation is 
closed and the sutures tied. The sutures in the other angle are placed but not 
tied. The akin euturea are alao in position. 

attached (Fig. 20). When this suture is tied it brings to- 
gether the three points originally held by the three bullet 
forceps. A small gap is left in the skin below this suture 
which is brought together by interrupted sutures (Fig. 21). 
For the suture material either silk, linen, or catgut can be 
used. 

Hegar's Operation. — Two points at the vaginal outlet 
near the orifices of the vulvo-vaginal glands are fixed by 
bullet forceps. On the posterior vaginal wall with a knife 
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that the knots are tied in the rectum. When catgut is used, 
the sutures should be pot in from the tipper side. They 
should not penetrate the entire thickness of the rectal wall. 
Care should be taken not to allow the edges of the mucous 
membrane to turn upward into the wound, because it will 
prevent union. 



Fia. 22. — Hboab'b Operation for Laceration of the Perineum. The 
triangular unshaded area ia the area that has been denuded. All the sutures have 
been placed but not tied. 

The ends of the sphincter ani can be located by the little 
dimples in the skin produced by the retraction of the muscle. 
The muscle should be grasped between the thumb and 
fingers of each hand and stretched as far as possible. The 
ends of the sphincter are exposed by carrying incisions 
downward from the denuded surface of the recto-vaginal 
septum over the dimples and dissecting back the skin (Fig. 
23). The ends of the muscle are caught with mouse-toothed 
forceps, drawn out, and sutured together with fine chromo- 
sized catgut (Fig. 24). These catgut sutures are reinforced' 
by two non-absorbable sutures which are introduced 
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through the skin and through the ends of the muscle. 
After the rectum and the sphincter are closed, the con- 
dition present and the judgment of the operator should 
decide whether the remainder of the perineal repair can 
best be completed by the flap-splitting, Emmet's, or Hegar's 
method. 



Fia. 23. — Operation ran Repair op the Sphincter Ani. First step. The 
dark liaee show the lines of incision. The long inciaion eplita the septum between 
the rectum and vagina. The short iDcieionB downward from this long incision are 
over the ends id the ruptured sphincter. 



BECTOGELE 

Rectocele is a prolapse of the posterior vaginal wall and 
the anterior rectal wall due to an injury to the recto-vaginal 
septiun. It presents the appearance of a rounded mass pro- 
jecting from the relaxed vaginal outlet. It is soft and 
easily pushed back by the examining finger. It can be 
distinguished easily from a eystocele, which it resembles 
in general appearance by the corrugations of the anterior 
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nant growth or some other ulceration. There is more or 
less escape of gas from the rectum. If the fistula is small 
and the bowels are constipated, there is very little tendency 
for the feces to pass through it; but when the fistula is 
large, and especially if the bowels are loose, there is an 
escape of feces into the vagina. 

Treatment. — When the cause of a recto-vaginal fistula is 
other than a traumatic one the cause must be treated before 
any attempt at repair is undertaken. In the traumatic 
cases when the opening is well above the sphincter the 
edges of the fistula can be split and the rectal and vaginal 
wall sewed up separately. When the fistula is very low 
down it is usually better to cut through all the perineal 
tissues up to the fistula, denude its edges and repair the 
perineum as though there had been a complete tear in the 
perineum. 



CHAPTER VI 

TJBINABY FI8TULJB 

A fistula 18 an abnormal opening between two natural 
eaviUes of the body, or leading from one of the natural 
cavities of the body to the outside. Urinary fistals con- 
sidered here ^re abnormal openings leading from some 
portion of the urinary tract into some portion of the genital 
canal. 

Varietiea. — The simplest method of classifying the uri- 
nary fistula: 18 an anatomical one. Beginning below, there 
IS a urethro-vaginal, a vesico-vaginal, a vesico-utero-va^nal, 
a vesico-uterine, and a uretro-vaginal (Fig. 31). 

Etiology. — Delay in the descent of the head in the second 
stage of labor la the most frequent cause of vesico-vaginal 
and vesico-uterine fistulae. The bladder and anterior vagi- 
nal wall or cervix are caught between the head and the 
symphysis. The tissues are crushed until the blood supply 
is destroyed. A few days afterward the devitalized tissnes 
slough, leaving an opening from the bladder into the vagina 
or uterus. Occasionally in a rapid labor a distended pro- 
lapsed bladder will be caught between the descending head 
and the symphysis, and an opening will be torn in it and 
the anterior vaginal wall by the pressure from above. 

Accidental iujuries to the bladder or one of the ureters 
during operative work may result in a fistula. The ureters 
are more of ten. injured during operation than is the blad- 
der. The injuries to the bladder and ureters occur most 
frequently during operations for the removal of the utema 
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for malignant growths, the reason being tliat in these oper- 
ations an attempt is made to remove as much tissue that is 
contiguous to tlie uterus as possible, and the bladder or 
ureter is injured in the removal of tissue at some distance 
from the uterus. 

An opening may be accidentally made in the urethra 
during an operation for cysts of the anterior vaginal wall, 
or in draining a suburethral abscess. 



Fia. 31. — DiAORAM Sbowino Location op Urinart Fistula, a, Urethro- 
vaginid fistula; 6, vestco-vagiiial fistula; c, vesico-utero-vaginal fistula; d, vesico* 
uterine fiatula. 

URETHRO-VAaiNAI. FISTULA 

Urethro-vaginal fistula is rarely seen, because when it oc- 
curs as the result of injury it usually closes spontaneously, 

Symptonu. — During urination the urine instead of escap- 
ing from the meatus escapes through the opening in the 
anterior vaginal wall, but as the defect in the urinary 
tract is below the sphincter of the bladder, there is no 
incontinence. 

Treatment. — The fistula is exposed by retracting the 
perineum. The edges of it are pared, a silver catheter is 
passed into the urethra to preserve its calibre, and the 
pared edges are brought together by fine interrupted 
sutures. 
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on the bladder and on the meter. A small opening is then 
made into the bladder at this point and the end of the 
ureter introduced through it and stitched to the bladder 
either by fine silk or fine catgut. All raw surfaces should 
be covered over with peritoneum as far as possible. A 
drain should be left in the pelvis to remove any leakage. 
The abdominal wound is closed in the ordinary way. 
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PT PP>a«a OF THB UBBTHBA AND BUDDIB 

URETHRAL OARUKOLS 

An urethral oarunole is a small growth that oomirs 
usually in the floor of the meatus (Fig. 34). Ordinarilx 
it is pedunculated and grows from a very narrov baaai 
In other cases its base spreads ont over 
half or two-thirds of the ciroumferoiuje of 
the meatus. It is bright red in color, has 
a very free blood supply, and some of 
them are covered with many layers erf 
stratified squamous epithelial cells. TJn-- 
der the microscope many of them preseitt 
the appearance of extremely vascular 
papillomata. In some the presence of 
glands can be easily demonstrated (Fig. 
35). They grow very slowly, never at- 
tain a very large size, and frequently 
recur after removal. 
Symptoms. — They cause pain on uri- 
Pio. 34. — Uh»- nation, and are so extremely sensitive 
even to very slight pressure that the 
patient has a great deal of pain if the clothing comes in 
contact with them or when there is any other source of 
irritation. The constant irritation and pain so affects the 
general nervous system of many of these patients that they 
are entirely unfitted for the pursuit of any occupation. 
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UBETHBinS 

The term " nrethritiB " inclndes all forms of urethral 
inflammation. Cases of urethritis not dne to gonorrheal 
infection are rare. Other forms of urethritis are chiefly 
interesting from the standpoint of etiology, since in symp- 
toms and treatment they correspond with some of the 
stages of the more common disorder. 

The disease is more common between the ages of paberty 
and the menopause, but is also seen in children and in old 
persons. In the acute stages there is usually an associated 
infection of the vulva and the va^na. Chronic or sab- 
acute urethritis is more frequently seen than the acute. 
This is largely due to the fact that many patients suffering 
from an acute gonorrheal urethritis are not examined. 

Pathology. — In the acute stage the anatomical changes 
in tlie urethra are those of a high grade of inflammation. 
During the height of the inflammatory process the meatus 
is rod and swollen and covered with a thin muco-pnrulent 
sccn-tion. In this secretion the gonococci may be found 
ill varying iiumbers. Sooner or later the glands in the 
anterior i)art of the urethra become infected and minute 
drops of pus may be seen exuding from the dilated orifices. 
Throug)] tile endoscope, the most marked reaction to the 
infection is observed to extend a short distance back from 
the meatus, to be less intense near the middle of the 
urethra, and in many cases to resume a marked intensity 
near the internal orifice. 

The inflammation reaches its height about the seventh 
or eighth day and then begins to subside. After this the 
mucosa gradually loses its intense red color and edema- 
tous appearance. The pus diminishes and tlie number of 
gonococci decreases. Complete resolution does not as a rule 
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less painful. In the chronic cases there may be no dia* 
comfort or there may be a slight burning on nrinatioiL 

Diagnosis. — As a rule the diagnosis is easy. The ure* 
thral orifice is often observed to be red and swollen and 
has a purulent discharge escaping from it By inBeituig 
the finger-tip into the vagina the urethra is found to be 
swollen and tender, and pressure from behind forwaxd 
causes pus to escape from the meatus. In the chronic atage, 
by examination with the urethroscope small ulcers or con«* 
gested areas can be seen. With the microscope, pus oelle, 
epithelial cells, and gonococci are found in the disehai^^ 

Treatment. — In the acute stage of the disease no local 
treatment should be given. The external genitals shonld 
be bathed frequently with mild antiseptic solutions, aneh 
as bichloride, one to six thousand, or a saturated solution 
of boric acid. A hot sitz-bath may be used. Best in bed 
is very desirable. The diet should be light and non-stimn* 
lating. Large quantities of fluids should be drunk. The 
bowels should be kept loose with saline purgatives. For 
the burning and scalding urination, potassium acetate in 
twenty-grain doses four times daily usually gives the 
greatest amount of relief. As soon as the inflammation 
has somewhat subsided, intra-urethral applications of pro- 
targol, one per cent, or nitrate of silver solution, one per 
cent are used daily. As the inflammation further declines 
the strength of the solution is increased gradually up to two 
or three per cent. Generally under this treatment the gono- 
cocci rapidly disappear and the discharge becomes less. 
After the gonococci have disappeared the protargol or ni- 
trate of silver solutions should be discontinued. The pro- 
cess of healing may be further aided by injecting a mild 
solution of zinc sulphate every third day until the mucoid 
discharge ceases. 

In the chronic stage injections will not improve the 
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VE8I0O-UBETH&AL FISSUBX^ 

This is a small fissure occurring at the urethro-vesicle 
junction. . . 

Etiology. — The causes of it are not definitely knowxiy but 
are supposed to be associated with i^uries received during 
labor or infections of the urethra and bladder. 

Symptoms. — The symptoms are a constant desire to uri- 
nate» extreme tenesmus, and burning pain associated with 
urination. The discomfort is not relieved by emptying the 
bladder. 

Diagnosis. — The diagnosis can only be made by inspec- 
tion with the cystoscope. 

Treatment. — Dilate the vesical orifice. This dilatation 
should not extend beyond half an inch in diameter. Acetate 
of potash should be administered to render the urine bland. 

EXSTROPHY OP THE BLADDER 

There are a number of congenital defects of the bladder, 
but the one of greatest importance on account of its relative 
frequency is exstrophy of the bladder. 

In this condition the anterior bladder wall and its cover- 
ings are absent and the mucous membrane of the posterior 
bladder wall is exposed and presents a red, fungous-looking 
siirf ace The orifices of the ureters can sometimes be seen. 
There being no anterior bladder wall, there is necessarily 
no reservoir o contain the urine and it escapes directly 

from the ureters over the extomni o,, 4? mu • 

J , , ^^^ternal surfaces. The unnc 

decomposes and produces excori«f;^^c m • i. 

A^r.r..r ^^ ^i. A • ^ !• , ^^^^oriatiQns. There is a ten- 
dency to the deposit of phosphates 

Treatment. — There are such wiii^ • x- • xi. • 
^i. .r,^ A^f^^^z ^, 7 ^^^^ variations in the size 

of the defective areas that it is Tlr^4^ n ^ 

^ ^s not possible to give any 



CHAPTER Vni 

THE UTERUS 

ANATOMY 

The uterus is divided into a body and a cervix. In the 
^^^g^n these are of about equal length, but in women who 
have borne children the body is nearly double the lensi;h 
of the cervix. 

Body of the Uterus. — Tlie body is pyriform in shape and 
somewhat flattened from before backwards. Its size varies 
considerably within normal limits; ordinarily it is about 
one inch and a half long and about the same in breadth 
and one inch in thickness. The closed end or fundus of 
the uterus is dome-shaped. The walls are made up of a 
serous, a muscular, and a mucous layer. The serous coat 
18 a reflection of tlie peritoneum and covers the entire an- 
terior and posterior walls of tlie body. From the sides it 
passes outward to form the broad ligaments; behind it 
passes downward over the supravaginal portion of the 
cervix. In front it is reflected from the lower part of the 
anterior wall ujjward over the bladder. Tlie musailar layer 
forms tlie mass of the uterine wall. The fibers run circu- 
larly, longitudinally, and diagonally, hut they are so inti- 
mately iutertwiiiwl tliat it is difficult to demonstrate them. 

Tile anterior and posterior walls of flie body of the uterus 
lie in contaet with each otlier. The internal surfaces of 
both walls are triangular in shape. The base of the triangle 
is upward and the angles correspond to the openings of 



peritoneum that pass downwards from the aterus forming 
the lateral boundaries of Douglas' cul-de-sac, and are at- 
tached near the third sacral vertebra. They have some 
muscular and connective tissue in their lower borders. The 
utero-vesicle ligaments are two folds of peritoneum that 
pass forward from the uterus to the bladder. 
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DISPLACEMENTS OF THE UTERUS 



The uterus may be displaced forward, backward, down- 
ward, upward, laterally, or it may be inverted. 

FORWARD DISPLACEMENTS 

Displacements of the uterus forward are classed as ante- 
versions and anteflexions. 

Antevebsion 

In anteversion the uterine axis is turned sharply for- 
ward ; but when the uterus is freely movable and the bladder 
is empty, this is the normal position of the uterus. Even 
when there is an extrauterine inflammatory process, or 
a new growth that fixes the uterus definitely in this position, 
the position itself has no pathological significance. There- 
fore anteversion of the uterus as a pathological entity does 
not exist. It is the associated lesion which must be recog- 
nized and treated. 

Anteflexion 

Anteflexion of the uterus is the sharp bending forward 
of the uterus on its own axis. The point of flexion is 
usually at or just below the internal os. Anteflexion is a 
congenital condition. The body is usually small and poorly 
developed and the cervix is long and narrow. 
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SpmtUmm. — Py au tn of i hta and stcrifitr are Oie only 
mailed irmpiaats diat are aseooated with antcAexioiL 
The pain dnrins menstmatioii nsBallv dates back to the 
first me-DStmal period. It is servre. intemuttcnt, b^;inB 
a few hours before the flow ma^s its appearance, and ib 
usually mneh les.3eiied after the fii^ twenty-four honrs. 
Many patients are confined to bed for the first day or two 



Fig. 42. — Anteflexios of the UrERca. 

of nairli menstrual period. The intpniienstrual period is 
tl'i'o from pain. A very large proportion of married women 
wlui are Hterile and wlio have had dysmenorrhea from the 
tiiiui tlicy first began to menstruate, have anteflexion of the 

lUAgnosis. — By bimanual examination the relation of 
IW Unly iif the uterus to the cervix ean be made out easily 
itNiA *W VftKinal finger can be introduced into the angle 
^Hiwm) by the body and the cer\'ix. 

L — Anteflexion of the uterus being a congeni- 
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tinaed until the pelvic pain and backache are relieved and 
tiie tenderness of the ntenis has diminished to snch an ex- 
tent that the uterus can be manipulated without giving 
undue pain. 

To replace the uterus, insert two fingers into the posterior 
vaginal fornix and push the body of the uterus as high as 
possible (Fig. 45), then bring the fingers in front of the 



Fig. 48. — A Pessaht in PoBmow. 

■cervix and force it back as far as can be done. At the 
^ame time the hand over the abdomen is forced down be- 
hind the fundus and it is pressed forward {Figs. 46 and 
,47). The uterus can usually be replaced in this way with- 
out any very great difiiculty, but occasionally it may be 
necessary to give the patient an anesthetic to secure suffi- 
cient relaxation of the abdominal wall. Instruments es- 
pecially devised for the replacement of the uterus are to 
he avoided because more harm than good is likely to be 
done by them. 
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■r«ii/ ..**i\ a- .' Tca- a. few years 
)il '•»«/•< ir> -xhi'^ti a round Ueament 
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the cavity should be packed with sterile gauze until firm 
uterine contractions take place. 

In the long standing cases the most satisfactory method 
is to split the binding ring of the cervix either anteriorly 
or posteriorly, or both. Then push the fundus of the uterus 
upwards to its normal position. Close the incisions and 
pack the uterine cavity with sterile gauze. In exceptional 
cases where there are many adhesions due to a former 
infection, it may be necessary to do a vaginal hysterectomy. 



are the application of the obstetric forceps before the cervix 
is sufficiently dilated, forcible manual or instrumental dila- 
tation of the cervix, premature rupture of the membranes, 
and excessive uterine contractions. The rapid deliveries 
done for placenta previa and eclampsia are fruitful sources 
of lacerations of the cervix. 

Pathology. — Bilateral tears of the cervix are the most 
common. As a rule the deeper tears are on the left side. 
In women who have borne many children and more rarely 
in those who have had only one child, stellate tears are 
found. A tear may extend out into the vagina and a 
contracting scar resulting from a vaginal tear may drag 
the cervix towards the lateral pelvic wall and limit its 
mobility. 

The cases of laceration of the cervix of long standing 
that are of clinical importance have associated with them 
either subinvolution of the uterus ; infection of the cervical 
endometrium; erosions, eversion, or cystic degeneration 
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scribed under amputation of the cervix for the removal 
of cicatricial tissue due to lacerations. In the cases where 
the hypertrophy is associated with prolapse of the uterus 
a cervical amputation is done as a part of the operation for 
the relief of the prolapse. 



CHAPTBB XI 

DISEASES OF THE ENDOHETBIUH 

ENDOBOSTRinS 

Endometritis is an inflammation of the mucous membrane 
lining the body of the utems. 

Etiology. — The direct caase of endometritis is an inva- 
sion of the endometrimn by pathogenic nucro-oi^anisms. 
The micro-organisms most frequently causing it are the 
gonococcuB, streptococcus, colon bacillus, and bacillus tuber- 
culosis, but it may be due to some of the other pus-prodac- 
ing bacteria. Anything that interferes vrith the nutrition of 
the uterine mucosa may act as an indirect cause by favor- 
ing the possibilities of infection. Among these indirect 
causes are all the systematic diseases that impoverish the 
blood, uterine displacements, uterine fibroids, and pelvic 
ffrowtlis that interfere with the return flow of blood from 
the uterus. 

Pathology, — In the majority of cases an endometritis is 
associated with salpingitis, because in most instances any 
infection tliat passes tlie internal os continues to spread by 
continuity to tlie tubes. Before attempting to understand 
the changes taking place in the endometrium that are due to 
an infection, it is nocssary for one to be familiar with the 
chanp:cs that take place in the endometrium associated with 
tlie menstrual cycle. These are described on page 02. 

The changes due to an infection include the changes in 

the superficial epithelium and the epithelium lining the 

glands, the contents of the glands, the stroma cells, and the 
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directed to the condition by the hemorrhage. On bimanual 
examination it can usually be recognized that the body is 
slightly enlarged. The diagnosis must be made from a 
specimen secured by curettement. The microscopical find- 
ings are described in the paragraph on pathology. 

Treatment. — The ideal treatment for carcinoma of the 
uterus is the extirpation of all tissues involved in the 
growth. . Unfortunately in many instances the carcinoma 
has extended into tissues so far beyond the uterus before 
it is discovered that it is impossible to remove the whole 
of it. In such cases it is folly to attempt a radical operation, 
and the attending physician should restrict the treatment 
to palliative measures for the relief of symptoms as they 
arise. There are no hard and fast lines by which these 
cases may be separated into the two groups — one in which 
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alternately. The solution of 
the most efficient, bnt it is not 

Radical Tbeatuent. — Th( 
of carcinoma of the ntems ma 
they are high amputation of 
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High Amputation of the C 
vanced cases epithelioma of 
the ntems beyond the intern, 
a high amputation of the cer 
section of the lower half o 
as great a possibility for 
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The operation is done by 
of a vaginal speculum, maid 
it, dissecting back a cuff of i 
bare the cervix nearly or q 
lower segments of the broa< 
clamped as far from the ee 

ligaments are cut through close to the ctamps and the cervix 
amputated near the internal os. Tlie stumps of the broad 
ligaments are cauterized and the clamps are left in position. 
A ligature is put into each side of the stump of the cervix 
to control the small blood-vessels, and is made to include 
the ascending portion of the uterine artery. The edge of 
the median part of the wound in the mucous membrane 
of the anterior vaginal wall is drawn down and stitched to 
the endometrium on the anterior side of the cervical canal 
with two or three sutures. The same procedure la carried 
out posteriorly. By this means the stump of the cervix 
is almost covered with mucous membrane and the cervical 
canal is preserved. One or two stitches in the vaginal 
mucous membrane on either side of the cervical canal brings 
together the mucous membrane over the remainder of the 



160 CAI 

cerons. When ' 
always remains t 
have been remoi 
are easily overl 
the abdominal g 
lymphatics dire 
mortality due to 
the attempt to i 
high. This higl 
balances the pei 
of the pelvic gla 
there is no adv. 
hysterectomy, e: 
fection or when t 
or ovarian, that 
The patient i: 
abdominal incic 
close to the sys 
abdomen to giv 

packed off. The broad ligaments are clamped and opened. 
The bladder is separated from the uterus. The ureters are 
isolated. The uterine arteries are clamped close to their 
origin. The lower portions of the broad ligaments are cut 
through as near the pelvic wall as possible. An incision is 
carried through the vaginal wall around the cervix, leaving 
a wide cuff of vagina attached to the cervix. The uterus is 
then removed. The ovarian arteries in the upper portions of 
the broad ligaments are tied. The uterine arteries are tied. 
It is sometimes necessary to put a running over-and-over 
stitch around the cut borders of the vaginal wall to control 
the bleeding from the small vaginal vessels. A stitch is put 
into the lateral walls of the vagina on each side and carried 
through the stump of the corresponding broad ligament. 
This stitch assists in covering over the denuded areas 
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and prevents a subsequent prolapse of the vagina. The raw 
surfaces are then covered over with peritoneum. Apack 
is pushed down through the opening into the vagina and 
enough of it left in the pelvis to prevent the intestines from 
coming down in contact with the opening. 



cells of the endometrium or in the fibrous connective tissue 
in the uterine wall. Sometimes it is present as a diffuse 
growth. This is particularly apt to occur when it has 
developed from the stroma cells of the endometrium. When 
it develops from the uterine wall it usually forms a rounded 
tumor. Sarcoma also develops in uterine fibroids. When 
it develops in a uterine fibroid it involves not only the 
connective tissue, but also the muscle cells. Sarcoma of the 
uterus may be made up of round cells, spindle cells, or a 
mixture of these two varieties. The round-cell sarcoma 
is made up of round cells having relatively large nuclei and 
a limited amount of protoplasm. A spindle-cell sarcoma 
is composed of large and small elongated cells arranged in 
bundles. A cross section of these spindle cells may appear 
as round cells. Two or more nuclei are seen. The amount 
of chromatin in the sarcoma cells is variable. There is a 
variable amount of connective tissue framework distributed 
throughout the growth. The newly formed blood-vessels are 
abundant. The secondary changes of sarcoma do not begin 
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SUBXNVOLUTIO 

Subinvolution of the nterns is a 
to return to its proper size aftei 
pregnancy. 

Pathology. — There is nsnally a lo^ 

the endometrium and the uterine w 
ciated with this infection are lacei 
retrodisplacement of the utems, lacei 
or salpingitis. 

Symptonu. — There is a history of i 
labor. The patient complains of pi 
sense of weight and dragging in tl: 
leucorrheal discharge. The menstru 

Diagnosis. — On bimanual exami 
found to be uniformly enlarged. It i 
usually somewhat tender. When th 
of the tubes the uterus is movable. 

likely to be confused with a small fibroid or an early preg- 
nancy. When the enlargement of the uterus is due to a 
fibroid, usually there will not be a history of a recent preg- 
nancy. The cervix will not be enlarged in proportion to 
tbe body, and in nearly all cases a more or less definite 
rounded mass indicating the position of the fibroid can be 
felt. In early pregnancy there will be an absence of menses. 
Usually there is morning sickness. The breasts will be en- 
larffcd and tender on pressure; the papillae around the 
nipples become prominent, the veins in tbe breasts are 
enlarged, and there may be some sliglit secretion from the 
breasts. The cervix is hard except just around tbe external 
08, where it is softened and has a velvety feel. The body 
of tbe uterus is globular and feels like a cyst. There is 
some discoloration of the vagina and cervix. 
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Treatment. — In many cases all that is necessary in the 
treatment of subinvolution is to put the patient in bed. 
Glycerin tampons, to deplete the congestion of the uterus, 
and hot vaginal douches are useful. When these measures 
fail, involution may be promoted by thorough curettement. 
When there are lacerations of the cervix or perineum, it is 

■ 

necessary to repair them. 

SUPERnrVOLUTION OF THE UTERUS 

When the process of involution after labor goes on until 
the uterus is reduced much below its normal size it is said 
to be in a condition of superinvolution. This occurs rarely, 
but the uterus is left in about the same condition as when 
it has failed to develop and has associated with it very 
much the same symptoms as are associated with the con- 
genitally defective uterus. The menses are usually dimin- 
ished and very painful. 
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fibrous tumors develop very slowly. It is impossible to 
predict with any accuracy the rate of development of any 
given fibroid. One that has been present and has been 
known to be developing very slowly may suddenly begin 
to grow and enlarge witli great rapidity. On the other hand 
many fibroids will go on growing slowly for several years, 
and then entirely stop increasing in size. When a fibroid 
that has been growing slowly begins to develop with un- 
isaal rapidity, this increase in size may be due to the rapid 

lorease of its muscular elements, but it is very often due 
} sarcoma. 

Period of Growth. — Fibroids develop during the mcn- 

D I >f women. They are rare before the age of 

no doubt very unusual for them to begin 

1 age of forty-five. The largest num- 
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Fibroids and Pregnancy. - 

cause sterility. A pregnane 

are present so long as the < 

terially affected. Pregnane; 

seen associated with subper 

serious is a prosnaney complicated by a large cervical 
fibroid that obstructs the pelvic canal. 

Pregnancy in connection witli fibroids can usually be 
recognized by the cessation of the menses, the rapid in- 
crease in size of the tumor, and the other signs of preg- 
nancy. In dealing with this complication each ease must 
be judged separately. In a very large proportion there is 
no occasion to interfere. In some of the larger subperi- 
toneal tumors an abdominal myomectomy may be done to 
advantage. In exceptional cases it may be advisable to 
do a hysterectomy in spite of the pregnancy. A pregnancy- 
complicated by a large cervical fibroid may be allowed to 
go to a full term, when the child can be delivered by 
Caisarean section or by a Porro operation. 
Symptoms. — Hemorrhage is the most common symptom 



fibroid which is not large enough to interfere materially 
with other organs by pressure, which is not rapidly en- 
larging, and which is not causing pain or hemorrhage may 
safely, for a time at least, be allowed to remain, but must 
be kept under observation. 

In some of the larger tumors which have caused much loss 
of blood and whicli will necessitate a radical operation, a 
curettage is sometimes done as a preparatory measure. 
The curettage checks for the time the loss of blood and 
allows the patient to recuperate enough to withstand the 
major operation. There are some cases of small submucous 
fibroids which cause hemorrhage and which are best treated 
by one or more thorough curettements. 

Operations for the removal of tibroids are done either 
through the vagina or through the abdominal wall. By 
both routes fibroids are removed either by myomectomy or 
hysterectomy. 

Vaginal myomectomy is applicable to the pedunculated 
Bobmucous fibroids or polypi, to some of the sessile sub- 
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Fill, Ofl. — SuPiiAVAOiNAL Hysterectomy. Third stop, a shows the method 
of pltn;inK (I Nuturc to bring the stumpw of the round and broad ligaments to the 
atum)i of the cicrvix; 6 ahowa the corresponding suture tied. 

iiio fibroids throusli an incision in tlie abdominal wall with- 
out the removal of the uterus. It is applicable to tumors 
in any location in tlie uterus when they are not too numer- 
ous, and when the uterine wall has not been too much 
disorjiauizcd by their growtli. Naturally the pedunculated 
subperitoneal fibroi<Is are the ones most easily dealt with 
but the sessile subperitoneal, interstitial, and submucous 
may also he removed by tliis method. From this it would 
appear that a lar^e portion of fibroids could be removed by 
niyonieetoniy. As a matter of fact, each case must be judged 
by itself, and the result is that only a relatively small per 
cent of them can best be treated in this way. The two 
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The Fallopian tube 
four and a half inci 
superior angles of tl 
the uterus between i 
upper border. Inte 
into the cavity of thi 
wider and terminate 
the peritoneal cavit; 
tubes is called the if 
the ampulla. 

Tile tubes are maae up oi lour coaia, — serous, cellular 
muscular, and mucous. Tlie serous coat is the free border 
of the broad hgamcnt. It is incomplete below where the 
two lamina; approximate each otlier. The cellular coat 
is continuous with the subperitoneal tissue of the broad 
ligament and is rich in blood-vessels. The muscular coat 
is about one-sixth of an inch in thickness. It is directly 
continuous with tlie muscular wall of the uterus. The 
mucous membrane has numerous Ion,!:citudinal folds. Near 
the uterine end of the tube (Fig. 98) tliese folds are ar- 
ranged very simply, but as the outer extremity of the tube 
is approached the folds become so numerous and complex 
that a cross section gives the appearance of branching 
tubular glands in tlie mucosa (Fig. 91*). The folds of 
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Fig. 109. — Removal of Infected Tube. 

vaginal wall. The rectum can be avoided when extending 
the incision downward by pulling the vaginal wall forward. 
From this point by blunt dissection the pus sac is exposed. 
A long retractor can now be inserted directly into the wound 
in the posterior vaginal wail and the pus sac can be opened 
with a knife directly under the eye of the operator (Fig. 
108). The opening in the sac is stretched by inserting a 
pair of heavy closed forceps into the incision and then with- 
drawing them after they are opened. The pus is allowed 
to drain ont, but the cavity is not irrigated. A piece of 
gauze a yard wide and long enough to fill up the cavity 
loosely is inserted as a drain. 
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In the cases of 
stitial salpingitis 
testines packed o 
that bind the tu 
pelvic viscera. T 
the palm side for 
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narily can be followed to both sides, freeing the tubes and 
ovaries from their posterior adhesions. No attempt should 
be made to bring up either tube until the adhesions on both 
sides are broken up. In a great many cases both ovaries 
are so badly disorganized that it is necessary to remove 
them together with the tubes. 

In all cases, and especially in women under thirty-five 

where it is possible, at least a portion of one or both 

ovaries should be allowed to remain. When a tube and 

ovary together are to be removed the broad ligament is 

niomFia^ ^i,o+ K^,-««-^ j]jg gjj(j Qf t]ig tube, and the second 

e broad ligampnt including the tube 

These two clamps control the blood 

out a V-shaped piece of the ligament 

the tube and ovary arc removed. The 

by ligatures. By tying the ends of 
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into the pelvic cavity to fill it loosely and the remainder is 
cut off. The sigmoid and omentum are drawn over the 
drain. The abdominal wound is completely closed. 

All patients operated upon for salpingitis should be pot 
in the upright position immediately after operation whether 
they are drained or not. 

TTTBERCTTLOUS SALPINGITIS 

The bacillus tuberculosis invades the tubes relatively 
frequently. The infection reaches the tubes by direct 
continuity of tissue either from the uterus or from the 
peritoneum. It may be conveyed there by the blood current 
from distant foci, or may be carried from other points in 
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accumulatioDs of pus have a tendency to follow the lines 

of ILe loose connective tissue and ultimately to break into 
the rectum, vagina, bladder, or through the abdominal 
wall. After the rupture the pus cavity may drain com- 
pletely and heal up. In other instances there may be a 
fistulous tract formed that will remain patulous for a long 
time. 

Symptoms. — The first symptom observed ordinarily is 
a severe chill followed by a rise of temperature. As soon 
as there is much tension developed in the pelvis, pain is 
produced. Thia pain is often quite severe in character. 
If the exudate is in such a position as to cause direct pres- 
sure upon the rectum or bladder, there will be painful 
defecation and pain on urination. 
Diagnosis. — On physical examination a hard mass is felt 
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" Ectopic geBtation " and " 
BynonymonBly with extranterii 
pregnancy means, as its name 
of an impregnated ovum anyi 
Extrauterine pregnancies occxti 
is generally believed. Very f 
train of severe symptoms tl 
as indicating a ruptured tubal 
doubtedly large numbers of 
ever being discovered. A ute 

occasionally occur together, as ao aiso multiple tubal 
pregnancies. 

Etiology. — Extrauterine pregnancy occurs most fre- 
quently in patients who have a relative sterility. The direct 
cause in most instances is probably some obstruction of the 
calibre of the tube that is due either to a congenital defect 
or that has resulted from an infection. In most instances 
it is impossible to determine the definite cause which pre- 
vented the ovum from passing through the tube to the 
uterus. 

Pathology. — The uterus is usually sliglitly enlarged, bat 
it never approaches the size it would be at the correspond- 
ing period of uterine pregnancy. On bimanual examination 
the uterus never feels cystic as it does in a uterine preg- 
nancy. The endometrium is somewhat thickened and has 
the general characteristics of a premenstrual eDdometrium, 
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instanceB infection 
infection may oocn 
or it may be delaye 
rupture either thr» 
testine with the e 
opening. 

When the geatat 
spurious labor, aft 
occurs. When the 
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Symptoms. — Th 
pregnancy up to tb 
very little from tl 
The most commou 
daring the first wei 
In a few cases the 
pregnancy is comp! 
after the second i 
duced by the rupti 
rupture and flic amount of blood poured out. 

Wlion tlie riiplure takes place into the peritoneal cavity 
and wlien tliero is an immediate loss of a large quantity 
of blood tliere is at once a sharp, severe pain and acute 
anemia; the heart is rapid and weak; the respiration is 
sighing ; tlie skin is cold and covered with beads of perspira- 
tion; and the patient frequently loses consciousness. Ex- 
ceptinfj the pain, these symptoms are the same as those of 
any otlier sudden large internal hemorrhage. Fortunately 
comparatively few cases have these severe hemorrhages at 
the first rupture. 

In the vast majority of eases the primary rupture is 
either a minor rupture into the peritoneal cavity with slight 
hemorrhage or a rupture into the broad ligament, or there 
is an incomplete tubal abortion. The symptoms in these 
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somewliat recovered from the shock of the rupture before 
proceeding with the operation. This differentiation as to 
whether the hemorrhage has ceased or not is frequently 
very difficult to make and, in cases of doubt, it is best 
to proceed with the operation. 

In the vast majority of cases the condition is not an 
emergency one, and while it is essential that these patients 
should have the source of danger removed, both the local 
and the general condition of the patient justify taking 
sufficient time to get the patient into the best surronndings 
for safe operation. There is usually no difficulty in deter- 
mining beforehand which tube is ruptured, and in operating, 
the ruptured tube should be brought up and tied oflf im- 
mediately. After the source of hemorrhage has been 
stopped the larger blood clots should be removed from 
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The ovaries are two almond- 
greatly in size. In young womei 
and a quarter long by three-qi 
Later in life they usually deer 
irregular in outline. The surface 
white. It is covered by a layer 
tinuation of the endothelial eel 
of the broad ligament. These ce 
fied in their appearance as not ti 
theliai cells. 

The outer portion or cortex of the ovary is made up of 
firm connective tissue and has imbedded in it many imma- 
ture Graafian follicles (Fijj. 117). The number of these 
Graafian follicles varies with the age of the woman. In 
young women they are very numerous. Estimates have 
been made varying from thirty thousand to two hundred 
thousand. As the woman advances in years the number of 
Graafian follicles decreases rapidly. In a partially de- 
veloped Graafian follicle the epithelial lining and the group 
of cells called the discus proHgerus containing the ovum 
is clearly seen. A corpus luteum develops in the process 
of repair after the rupture of a matured Graafian follicle 
(Fig. 118). The so-called lutein cells present all the char- 
acteristics of new connective tissue cells, and later contract 
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FlO. 120. — OpEHATION FOU I'nOLAPSED OVARY. 

tinued through a portion of tlie ligament and inserted 
firmly into the ligament near tlic ovary. The second stitch 
is placed in the same way but nearer to and parallel with 
the upper border of the ligament. When these stitches are 
tied the ovary is brought close up to the uterus, but it 
retains a limited mobility independent of the uterus and 
a complete mobility with the uterus {Fig. 120). If the 
prolapsed ovaries have been associated with a retrodis- 
placement, after the ovaries are fixed to the uterus the 
operator can proceed to do the operation of choice for the 
correction of the displaced uterus. 



tv 

fli 



U 
d< 
ft 
tc 
fr 



til 
n1 

tionally it may become over-distended from atony. When 
the bladder is over-distended there is usually a constant 
dribbling of urine which leads the patient to think that 
the bladder is empty. In attempting to relieve an over- 
distended bladder a male soft-rubber catheter should be 
used. It must be inserted far enough to reach beyond the 
point of obstruction. The evacuation of the bladder clears 
up the diagnosis. 

Complications. — The most frequent complications of 
ovarian tumors are twisted pedicle, adhesions, infections 
ruptures, and malignancy. 

Twisted Pedicle. — When the pedicle of an ovarian tumor 
becomes twisted the circulation is interfered with and occa- 
sionally the blood supply is entirely cut off. When the 
bloo<l supply is interfered with only to a limited extent 
the tumor becomes congested, dark in color, and as a rule 



punctured with a knife. By making pressure on the a 
of the tumor through the abdominal wall the fluid cont 
can be forced out through the small opening in the 
wall and caught in a basin. As the tumor collapses 
cyst wall can be drawn out through the abdom 
incision. The pedicle is then clamped and the 
excised. The pedicle should be tied off in secti 
taking care not to include too large a portion in any 
ligature. 

Unfortunately this extremely simple operation is 
applieahle to a very large proportion of ovarian cystom 
It should not be attempted in dermoids, in papillomata, 
in adeno-cystomata which have a solid growth in one 
of them. It is also not applicable to infected ovarian tun 
or to those which are clearly malignant. All of these tun 
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Pi lg nori a. — The diaimosis can sometimes be made 
'.: -.z. ivnceijlion with the already mentioned symptoms 
a >.-n^what bi^eiry mass can be felt on one or bolli 
s:oes of tbe utern?. I'sually, however, the diagnosis 
is i:;ade by insj»eetion after the abdomen has been 
o(vned. 

L — When there are no indications for the re- 



with the patient in the dorsal position with the legs 
extended. 

Incision. — The incision is made in the abdominal wall 
between the umbilicus and the symphysis, and a little to 
one side or the other of the median line. The placing of 
the incision to one side of the median line is done in order 
to go through the rectus muscle. Tension upon the rectus 
muscle when the wound is in this position has a tendency 
to close and not to cause a gaping of the wound, and in 
this way helps to prevent the formation of a post-operative 
hernia. The length of the incision depends upon the thick- 
ness of the abdominal wall, the size of the growth to be 
removed, or the character of the work to be done in the 
pelvis. 

The first incision is carried through the skin and fat 
down to the fascia of the rectus muscle. When the bleed- 



Closure of the Abdominal WotmcL — A stitch of nimtber 
two chromosized catgut is inserted through the fascia of 
the rectus muscle and through the muscla and the perito- 
neum. The end of the suture is secured by forceps. This 
suture is then carried by a cobbler's stitch back and forth 
through the edges of the peritoneum only, until it is entirely 
brouglit together. When the peritoneum is brought to- 
getlior in this way the cut edges of it are turned up into 
the wound and a smooth surface is obtained on the under 
side of the abdominal wound. When the last stitch is put 
in the peritoneum the end of the suture which is still free 
is caught with forceps. The suture is tied and the short 
end is then cut away, leaving a double thread, which is 
carried up through the muscle and through the fascia. It 
is then carried back along the line of fascia by a continuoas 
stitch in such a manner as to cause the edges of the fascia 



Fio. 138. — Dressing of Abmminal Wopnd. 

plasters. This dressing can be changed at any time or 
the drains removed without disturbing the dressing on the 
Wound above the point of drainage. 

VAGINAL OFEBATIOMS 

Preparation. — The preparations for vaginal operations 
are tlie same as those already described for abdominal 
operations in regard to the place and time of operation the 
instruments, and the operator and assistants. The prepara- 
tion of the patient involves the same principles as the prep- 
aration for an abdominal operation. The bladder and 
bowels should be emptied. The pudendum should be shaved. 
The vulva and vagina should be thoroughly washed with 
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■5J -tti: "J-^- ■^•^ it^^Ts 'r-d; lo lerape over its surface. The 
^ac ,'C" *"J«; ■-•ti.rvriif jiofiLd t* sSsrhtly flattened so that a 
sajr'in.'^ i3.i z-:-: 4 ?i=;r-l«e "iae will be soraped at each stroke 
^,.- .:j^ v.-u.rv'::*- For iixvniplete miscarriages a square- 
tfa-'v - jtfn-^ iS-'ttt feaii an iiK^ wide is ased. In attempt- 
i-^isC '0 rvtiiovv tt*" ivmaitt? after a partial miscarriage, it is 
or' e*'v^.-tA"- itu^vrtanoe to sro over carefoUy the entire an- 
teru'r wa'I »-*t* ^^'^ utems. In curetting for carcinoma of 
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W iiswi and one that is large enough, so that the whole 
fiehi mav be gone over quickly. 

Before curetting, a gauze sponge is placed in the vagina 
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nitrate of silver^ and carbolic acid in the treatment of 
diseases of the vulva, vagina, and cervix has been men- 
tioned in connection with the special diseases. Local appli- 
cations to the uterine canal above the internal os are not 
recommended for any condition. The benefit to be derived 
from them is always doubtful and the danger of carrying 
infection to the tubes in attempts to use them is great. 
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promptly to the pelvis, where it produces less disturbance 
than it does in the upper abdomen. The exceptions to 
this rule should be patients who have lost a large quantity 
of blood, or wlien from other causes the condition of the 
heart contraindicates the upright position. Under ordi- 
nary circumstances it is not necessary for the patient 
to maintain this upright position more than a few hours. 
After that she should assume the position which is most 
comfortable to her. 

All drainage eases should be kept in the upright position 
for forty-eight hours. At the end of that time protective 
adhesions are formed shutting off the field of operation 
from the remainder of the abdomen so that the position 
of the patient becomes of loss importance. So long as the 
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Abdomen, enlargement of, due to 
ascites, 237. 

to distended bladder, 238. 

to distended intestines, 237. 

to fat abdominal wall, 237. 

to fibroids, 236. 

to ovarian cysts, 233, 234. 

to pregnancy, 236. 

to tuberculous peritonitis, encysted, 
238. 

to twisted pedicle of ovarian cyst, 
239. 
Abdominal examination, 3. 
Abdominal hysterectomy for carcinoma, 
159. 

for fibroids, 183. 

for infection, 203. 
Abdominal myomectomy, 186. 
Abdominal operation for extrauterine 

pregnancy, 216. 
Abdominal pregnancy, 213. 
Abdominal wound, closure of, 256. 

dressing of, 257. 

infection of, post-operative, 265. 
Abortions due to lacerated cervix, 121. 
Abscess, infected extrauterine preg- 
nancy a cause of, 214. 

pelvic, 208. 

secondary to hematoma of vulva, 28. 

suburethral, 81. 

tubo-ovarian, 193. 

vulvo-vaginal gland, 35. 
Adeno-carcinoma of cervix, 147. 

of uterus, 149. 
Adenoma, 140. 

differentiated from adeno-carcinoma, 
140. 
Adeno-fibromyoma. See Fibroids. 



Adhesions, cause of retrodisplace- 
ments, 102. 

of ovarian cysts, 239. 
After treatment in abdominal opera- 
tions, 268. 

in vaginal operations, 270. 
Alexander's operation for retrodis- 

placement of uterus, 110. 
Alum in gonorrheal vaginitis, 40. 

in pruritus vulv®, 25. 
Amenorrhea, 14. 

causes of, 14. 

emmenagogues in, 15. 

primary, 14. 

secondary, 14. 
Amenorrhea due to absence of ovaries, 
14. 

to anemia, 14. 

to change of climate, 14. 

to lactation, 15. 

to pregnancy, 15. 

to tuberculosis, general, 139. 
Anesthesia, 6, 8, 36, 254. 
Anesthetic in urethral caruncle, 77. 

in vaginismus, 47. 
Anteflexion of uterus, 99. 
Anterior vaginal section, technique of, 

259. 
Anteversion of uterus, 99. 
Antiseptic solutions in urethritis, 80. 
Antitoxin, diphtheritic, 23. 
Appendix, location of, 4. 
Applications, 262. 
Arteries, ovarian, 96. 

uterine, 96. 
Ascites, differential diagnosis of, from 
ovarian cyst, 237. 

due to ovarian papilloma, 234, 246. 
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Compress, use of, in hematoma, 28. 
Condylomata, sjrphilitic, 33. 
Constipation due to fibroids, 179. 

to parovarian C3rsts, 248. 

to prolapse of uterus, 113. 

to retrodisplacements, 103. 
Cord, traction on, as cause of inver- 
* sion of uterus, 117. 
Corpus ablicans, 219. 
Corpus luteum, 218. 
Curettage, for adenoma, 141. 

for carcinoma of uterus, 155. 

for endometritis, 139. 

for fibroids, 182. 

for h3rpertrophic endometrium, 140. 

for subinvolution, 167. 

post-operative treatment of, 271. 

technique of, 260. 
Curette, 8. 
Cystitis, bacteria in, 85, 86. 

due to catheter, 85. 
to cystocele, 62, 85. 
to foreign bodies, 85. 
to infection from kidney, 86. 
to salpingitis, 86. 

secondary to vesico*vaginal fistula, 
70. 
to urethritis, 85. 
Cystocele, 62, 102. 
Cystoscope, 9. 

Cystic ovaries. See Ovaries, Cystic. 
Cysts, occlusion, of vagina, 45. 

of Gartner's duct, 45. 

of vagina, 45. 

ovarian. See Ovarian Cysts. 

parovarian, 248. 

Decidual cells in tube, 211. 

Deciduoma malignum, 163. 

Defecation, painful, due to pelvic 
cellulitis, 208. 
to prolapsed ovaries, 225. 

Dermoid cysts, 231. 

Diet, post-operative, 268. 

Dilatation, forcible, cause of lacera- 
tion of cervix, 120. 

Diphtheritic vulvitis, antitoxin in, 
23. 



Distended intestines, differentiated 

from ovarian cysts, 237. 
post-operation, 265. 
Doederlein, acid secreting bacillus of , 39. 
Dorsal positions, 9. 
Douches, vaginal, 261. 

in carcinoma, 155. 

in endocervicitis, 127. 

in follicular vaginitis, 41. 

in gonorrheal vaginitis, 40. 

in lacerated cervix, 122. 

in pruritus vulvae, 25. 

in salpingitis, 198. 

in subinvolution, 167. 

in vaginitis of children, 43. 

in vulvitis, 21. 
Drain, removal of, 201. 
Drainage, after abdominal operations, 

255. 
for pelvic cellulitis, 209. 
in phlegmonous vulvitis, 23. 
Ducrey, strepto-bacillus of, 26. 
Ducts of MttUer, 96. 
Dysmenorrhea, 17. 

due to anteflexion, 17, 100. 

to cirrhosis of ovaries, 224. 

to cystic ovaries, 222. 

to fibroids, 179. 

to hematoma of ovaries, 223. 

to ovarian cysts, 233. 

to prolapsed ovaries, 17, 225. 

to retrodisplacements, 17, 103. 

to salpingitis, 17, 195. 

to stenosis of cervix, 17, 131. 

to superinvolution, 167. 
membranous, 18. 
Dysparunia, 47. 

Ectopic gestation. See Extrauterine 

Pregnancy. 
Electricity, treatment of fibroids by, 

181. 
Elephantiasis, 30. 
Emmenagogues, 15. 
Emmet's operation for laceration of the 

perineum, 56. 
Endocervicitis, 126. 
Endometritis, 134. 
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Gall bladder, 4. 
Gartner's duct, 248. 

vaginal cysts in, 45, 248. 
Gas bacillus, cause of vaginitis, 41. 
Gilliam's operation for retrodisplace- 

ment of uterus, 109. 
Glands, destruction of, 135. 

dilated, 136. 

inguinal, 26, 27, 29. 

pelvic, 96. 
carcinoma in, 159. 
Gonococci, 21. 

in vaginal discharge, 40. 

in vaginitis in children, 43. 

in vulvo-vaginal glands, 35. 
Graafian follicles, 218. 

Hegar's operation, 58. 
Hematoma of vulva, 28. 
Hematometria due to atresia of cervix, 

31. 
Hemorrhage, after menopause, 153. 
due to extrauterine pregnancy, 214. 
to laceration of cervix, 121. 
to prolapse of uterus, 113. 
to ruptured ovarian cyst, 241. 
to ruptured varicocele, 27. 
into ovarian cyst, 228, 238. 
post-operative, 264. 
post-partum, due to varicocele of 

broad ligament, 250. 
uterine. See Uterine Hemorrhage. 
Hernia, inguinal, 31. 
post-operative, 266. 
repair of, 266. 
History, 1. 

Hot applications in gonorrheal vul- 
vitis, 21. 
in pelvic cellulitis, 209. 
in phlegmonous vulvitis, 23. 
Hydrocele, 31. 
Hydrosalpinx, 192. 
Hymen, imperforate, 36. 

absence of menstrual flow in, 36. 
Hyperesthesia of vulva, 25. 
Hypertrophic endometrium, 139. 
Hypertrophy of cervix, 132. 
of ovaries, 224. 



Hysterectomy, abdominal,, for car- 
cinoma, 159. 
for fibroids, 183. 
for salpingitis, 203. 
for tuberculous salpingitis, 207. 
vaginal, 157. 

Indigestion due to retrodisplacements, 
103. 

Infection, contra-indication for myo- 
mectomy, 178. 

Inguinal hernia, 31. 

Injuries, cause of stenosis of vagina, 44. 
to pelvic floor, 102. 

cause of retrodisplacements, 102. 
to vulva, 34. 

Inspection, abdominal, 3. 
vaginal, 5. 

Instruments used in examination, 6. 

Intermenstrual pain, 225. 

Intestines, distended, 237. 

Intrauterine stem, 132. 

Inversion of uterus, 117. 

Iodine in endocervicitis, 127. 
in lacerated cervix, 122. 

Itching of vulva, 24. 

Klebs-Loeffler bacillus, 23, 41. 
Knee-chest ix>sition, 10. 
Kraurosis, 27. 

T^abia majora, 19. 

adhesions of, 20. 

skin infections of, 20. 
Labia minora, 19. 
Laceration of cerjHx, 120. 
Lead acetate in pruritus vulvae, 25. 
Leucorrhea due to endometritis, 138. 

to erosion of cervix, 128. 

to fibroids, 179. 

to lacerated cervix, 121. 

to mucous polypi, 129. 

to retrodisplaceraent of uterus, 104. 

to salpingitis, 196. 

to subinvolution, 166. 

to tuberculous endometritis, 139. 
Levator ani, 38, 49. 
Ligaments of uterus, 98. 
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Operations: 
flap-splitting, 54. 
QilHam's. 100. 
Hegar's, 58. 

round ligament suspension, 108. 
ventro-suspension, 109. 
Operative technique in abdominal 
operations, 252. 
anesthesia in, 254. 
closure of abdominal wound in, 

256. 
drainage in, 255. 
dressing of wound in, 257. 
incision in, 254. 
place of operation in, 252. 
preparation of instruments in, 253. 
preparation of patient in, 252. 
position of patient in, 254. 
in vaginal operations, 258. 
preparations for, 258. 
Ovarian adeno-cystomata, 227. 
Ovarian carcinoma, 246. 

metastatic, 246. 
Ovarian C3rsts, 227. 
adhesions of, 259. 
carcinoma in, 241. 
complications of, 258. 
dermoid, 231. 
diagnosis of, 234. 
differential, from ascites, 237. 
from distended bladder, 238. 
from distended intestines, 237. 
from fat abdominal wall, 237. 
from fibroids, 236. 
from pregnancy, 235. 
from tuberculous peritonitis, 
238. 
glandular, 227. 
infection of, 240. 
malignancy in, 241. 
m^ilocular, 227. 
papillomatous, 229. 
pathology of, 227. 
pedicle of, 233. 
twisted, 238. 
prognosis in, 242. 
rate of growth of, 233. 
ruptures of, 240. 



Ovarian cysts, sarcoma in, 241. 

symptoms of, 233. 

treatment of, 242. 

unilocular, 227. 
Ovarian fibroids, 245. 
Ovarian papilloma, 234, 246. 
Ovarian pregnancy, 211. 
Ovarian sarcoma, 247. 
Ovarian tumors, solid, 245. 
Ovaries, anatomy, 218. 

carcinoma of, 246. 

cirrhosis of, 13, 224. 

cystic, 222. 
cause of retrodisplacements of 

uterus, 102. 
treatment of, 223. 

hematoma of, 223. 

hypertrophy of, 171, 224. 

infection of, 221. 

prolapsed, 224. 
symptoms of, 225. 
treatment of, 226. 

resection of, 223, 224, 226. 

suspension of, 226. 
Over-distention of bladder, 102. 
Ovulation, cessation of, 12. 

Pain due to carcinoma of uterus, 153. 
to cirrhosis of ovaries, 224. 
to cystic ovaries, 222. 
to cystitis, 86. 
to endocervicitis, 127. 
to fibroids, 179. 
to hematoma of ovaries, 223. 
to inversion of uterus, 117. 
to laceration of cervix, 121, 
to pelvic cellulitis, 208. 
to prolapsed ovaries, 225. 
to prolapsed urethra, 82. 
to prolapsed uterus, 113. 
to ruptured extrauterine pregnancy, 

214, 215. 
to salpingitis, 195. 
to sarcoma, 163. 
to subinvolution, 166. 
to suburethral abscess, 81. 
to twisted pedicle of ovarian cyst, 

239. 
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Uterine disDlacements, cause of en- 
dometritis, 134. 
Uterine fibroids. See Fibroids. 
Uterine hemorrhage due to adeno- 
fibromyomata, 179. 
to adenoma, 141. 
to carcinoma of uterus, 16, 152. 
to chorio-epithelioma, 17, 164. 
to endometritis, 15, 138. 
to erosion of cervix, 1 13. 
to excessive ovarian secretion, 15. 
to extrauterine pregnancy, 16, 215. 
to fibroids, 16, 178. 
to h3rpertrophic endometrium, 16, 

140. 
to inversion of uterus, 117. 
to laceration of cervix, 121. 
to miscarriage, incomplete, 16. 
to mucous polypi, 129. 
to retrodisplacements of uterus, 

16, 104. 
to salpingitis, 196. 
to sarcoma, 163. 

to tuberculous endometritis, 139. 
to varicocele of broad ligament, 
250. 
Uterine sound, 8. 
Uterine supports, failure of, as a cau.se 

of prolapse. 111. 
Uterus, adeno-carcinoma of, 149. 
adeno-carcinoma of cervix of, 147. 
anatomy of, 90. 
anteflexion of, 99. 
anteversion of, 99. 
atrophy of, after menopause, 13. 
bicomis, 97. 
blood supply of, 95. 
carcinoma of, 142. 
course of, 151. 
diagnosis of, 153. 
etiology of, 151. 
squamous cell, 143. 
symptoms of, 152. 
treatment, 154. 
palliative, 155. 
radical, 156. 
chorio-epithelioma of, 163. 
displacements of, 99. 



Uterus, displacements of, due to fi- 
broids, 178. 

double, 97. 

endometrium of, 91. 

fibroids of. See Fibroids, Uterine. 

inversion of, 117. 
operation for, 119. 

lateral displacements of, 116. 

ligaments of, 98. 

I)rmphatic8 of, 96. 

malformations of, 96. 

muscular layer of, 90. 

normal position of, 97. 

•prolapse of. 111. 

retrodisplacements of, 101. 

retroflexion of, 101. 

retroversion of, 101. 

sarcoma of, 162. 

serous coat of, 90. 

subinvolution of, 166. 

superinvolution of, 167. 

unicornis, 97. 

upward displacements of, 117. 

Vagina, anatomy of, 38. 
atresia of, 44. 
carcinoma of, 46. 
chorio-epithelioma of, 46. 
dilatation of, for vaginismus, 47. 
double, 97. 
fibroids of, 46. 
gas bacillus infection of, 41. 
sarcoma of, 46. 
stcnasis of, 43. 

streptococcus infection of, 41. 
tuberculosis of, 42. 
Vaginal celiotomy, post-operative treat- 
ment of, 271. 
Vaginal cysts, 45. 

Vaginal discharge, cause of hyperes- 
thesia of vulva, 25. 
of pruritus vulvsB, 24. 
due to carcinoma of uterus, 153. 
to endocervicitis, 127. 
to follicular vaginitis, 40. 
to gonorrheal vaginitis, 40. 
to sarcoma, 163. 
to tuberculous vaginitis, 42. 



